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ABSTRACT
NURSING SIMULATION EXPERIENCE: SELF EFFICACY, STATE ANXIETY, LOCUS OF
CONTROL AND SIMULATION EFFECTIVENESS
By
Ashley Gosselin
University of New Hampshire
In their academic experience at the University of New Hampshire (UNH), nursing students
will spend more hours in the simulation laboratory than a standard clinical rotation. Many
students report this experience to be a great source of stress in their nursing education. Little
evidence exists surrounding the experience of the student. This study will therefore aim to
identify and analyze the components that comprise the experience of a student experiencing a
high fidelity simulation in nursing. By addressing identifying factors that show a relationship
with simulation effectiveness, it may be possible to increase the competence and reduce anxiety
of nursing students.
An invitation to participate in this study was issued to all sophomore and junior nursing
students. They were asked to fill out several questionnaires immediately after a nursing
simulation. The scales consisted of: the six-item state trait anxiety scale, Internal External Locus
of Control Instrument (I-E scale), modified version of the General Self-Efficacy scale, and a
Simulation Effectiveness Tool. In addition to the effectiveness of the simulation, these scales
aimed to evaluate locus of control, self-efficacy, and anxiety.
Data collected from the fifty participating nursing students revealed a moderate
correlation between anxiety and simulation effectiveness. The data suggested that as anxiety
decreases, simulation effectiveness increases. High reports of simulation effectiveness reflect a
positive correlation with high scores of self-efficacy. Low reports of anxiety correlate with high

Page |9

reports of self-efficacy. This data suggests that students should work to decrease anxiety and
increase self-efficacy. Though this study was limited by its use of a small convenience sample, it
provides insight to the need for further research so that students may reap the most benefit from
their simulation experience throughout their nursing career.

May 2013
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STATEMENT OF PURPOSE
With students spending nearly 120 hours in simulation during their undergraduate
experience, it is clear there is a need to assess student perception of simulation effectiveness.
Based on remarks from peers following simulation labs, it became evident that many factors
contributed to the perception of the simulation experience. Therefore, the purposes of this study
are to answer the following research questions: (1) What is the nursing student’s self-report of
self-efficacy, locus of control, anxiety, and simulation effectiveness? (2)What is the relationship
among self-efficacy, locus of control, anxiety and simulation effectiveness?
SIGNIFICANCE OF STUDY
In their academic experience, nursing students will spend more hours in the simulation
laboratory than a standard clinical rotation. Many students report this experience to be a great
source of stress in their nursing education. Little evidence exists surrounding the experience of
the student. This study will therefore aim to identify and analyze the components that comprise
the experience of a student experiencing a high fidelity simulation in nursing. By addressing
identifying factors that show a relationship with simulation effectiveness, it may be possible to
increase feelings of competence and reduce anxiety of nursing students.
DEFINITIONS
Self-Efficacy-“The belief in one’s competence to cope with a broad range of stressful or
challenging demands, whereas specific self-efficacy is constrained to a particular task at hand”
(Luszczynska, 2005 p. 439).
Locus of Control- “…people’s very general, cross-situational belief about what determines
whether or not they get reinforced in life” (Mearns, 2012).
State Anxiety- “Trait anxiety consists of feelings of apprehension, tension, and increased
activity of the automatic nervous system, and is a relatively stable personality trait (Speilberger,

P a g e | 11

1972). State anxiety on the other hand, fluctuates and is a function of stressors on an individual”
(Barnes, Harp & Jung, 2002 p. 604).
Simulation effectiveness- Perceived ability to care for future clients and assessment of variables
of the simulation.
High-fidelity simulation- “Patient-care scenario that uses a standardized patient or a full-body
patient simulator that can be programmed to respond to affective and psychomotor changes, such
as breathing chest action” (Hayden, 2010 p. 52).
REVIEW OF THE LITERATURE
Simulation is a relatively new educational teaching tool used to aid students in practicing
various assessments and nursing skills. It was first implemented in select nursing curriculums in
1960’s (Jeffries, 2007 p. 2). Mannequins were utilized to aid in the instruction of students strictly
in patient resuscitation and select cardiology scenarios. However, in the early 1990’s, simulation
became more widely available and affordable for nursing education programs (Jeffries, 2007 p.
2). Undoubtedly, this was a critical breakthrough in the education of nursing students. Essential
skills including critical thinking, clinical decision-making, and skill training are able to be
practiced in a controlled environment, as a result of simulation (Hayden, 2010 p. 53) (Day, 2007
p. 5).
Thorough research is being conducted on this new pedagogy to determine maximum
utilization. However, many aspects of this new technology still remain to be pioneered. Journals
exist dedicated to nursing simulation alone and conferences are held on the topic matter. It is
clear that there are many resources to support simulation in nursing. In reviewing simulation
literature, research is plentiful on effectively planning a simulation, evaluating students in a
simulation effectively, comparing simulation time to clinical experience, and other such related
topics. Research is limited on the description of the experience of the student. For this reason, the
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goal of this research was to further investigate anxiety, self-efficacy, locus of control, and
simulation effectiveness as to how they contributed to the simulation experience.
In a national survey in 2010, 1,060 surveyed RN program recounted their utilization of
simulation laboratory. Data revealed 87% of the surveyed nursing programs engaged students in
medium and/or high fidelity nursing simulation (Hayden, 2010 p. 53). A distinct difference exists
between these two types of experiences. High fidelity simulation is defined as a “Patient-care
scenario that uses a standardized patient or a full-body patient simulator that can be programmed
to respond to affective and psychomotor changes…” (Hayden, 2010 p. 52). Medium Fidelity is
using “…a standardized patient or a full body patient simulator with installed human qualities…”
(Hayden, 2010 p. 52). Both types of simulation are often integrated in modern day nursing
curriculums.
Hayden, (2010) cites simulation experiences are most often incorporated in
medical/surgical coursework (p.53). More than 50% of the responding survey participants also
reported simulation use in five or more core courses within the nursing curriculum (Hayden,
2010 p. 53). Opinions vary greatly regarding the value of the time spent in simulation. The
overwhelming majority, 81% of the sample, reported a need to incorporate more simulation
hours in their curriculum. Only 18% were satisfied with their present utilization of simulation.
Lack of trained faculty most often contributes to underutilization of nursing simulation (Hayden,
2010 p. 55). This statistic largely supports the idea that simulation in nursing is a necessary
modern day component of education.
An ongoing debate exists between the comparability of nursing simulation and clinical
contact hours. During clinical, students have many opportunities to practice skills. However
clinical placement and patient variety dictate the experience a student may have. A key benefit of
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simulation over clinical time is the non-existent risk of patient harm (Day, 2007 p. 505). The
simulation lab offers a controlled environment therefore providing consistency to each student.
Many surveyed nursing programs reported one quarter of all clinical hours could theoretically be
substituted for simulation time (Hayden, 2007 p. 55). This report offers testimony to the type of
experience nursing students can have with the proper utilization of clinical simulation.
Anxiety is a state well known to nursing students, separated into two categories: trait and
state. It is best defined, “…State anxiety on the other hand, fluctuates and is a function of
stressors on an individual” (Barnes, Harp & Jung, 2002 p. 604). The Speilberger State Trait
Anxiety Scale is a proven assessment tool that inventories both state and trait anxiety. The
original scale assesses each type of anxiety via twenty questions specific to that form (Barnes et.
al, 2002 p. 604-605). Throughout the years, this scale has been adapted to suit many different
purposes with much success. More specifically, this scale has been cited in literature roughly
14,000 times. Throughout the years, the scale has also been interpreted in more than sixty
languages (Speilberger & Reheiser, 2004 p. 72-73). These figures suggest the tool is a worthy
gold standard of measure for these forms of anxiety.
Theresa Marteau and Hilary Bekker are credited for the adaptation of the Speilberger
State Trait Anxiety Scale to a shortened six item version, examining solely state anxiety. In
studying the original scale, the six items most likely to detect anxiety were utilized (Marteau, &
Bekker, 1992 p. 302). These six items formed three pairs of opposite emotions. The adaptations
made to the original scale better suit populations uninterested in responding to a lengthy
questionnaire (Marteau, & Bekker, 1992 p. 301). The new scale was pioneered on several
samples including medical and nursing students, as well as pregnant women. This was achieved
through two related studies (Marteau, & Bekker, 1992 p. 302).
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The initial study assessed pregnant women only. This sample later became a convenience
sample in the subsequent study (Marteau, & Bekker, 1992 p. 303). The state portion of
Speilberger’s original scale was administered to pregnant women awaiting prenatal
appointments. Each response was then correlated with the nineteen remaining items of the
original scale. Findings were evaluated with a Pearson’s correlation coefficient of each key term.
The key words most indicative of anxiety included: calm (r=0.71), tense (r=0.62) upset (r=0.53),
relaxed (r=0.71) content (r=0.69) and worried (r=0.58) (Marteau, & Bekker, 1992 p. 302).
Though these items did not necessarily have the highest Pearson correlation coefficient of all
twenty key variables, the combination of these assessment statements replicated findings of the
original Speilberger scale (Marteau, & Bekker, 1992 p. 302-303).
The second study consisted of twenty-three pregnant women with an abnormal fetal
screening result, two-hundred pregnant women (as outlined in the first study) in addition to
forty-five nursing students, twenty-three additional pregnant women, and thirty-eight medical
students. Modified versions of the scale, based on the Pearson’s Correlation Coefficients outlined
above, were then utilized to form additional versions of the original scale (Marteau, & Bekker,
1992 p. 303). Of these additional forms, a six-item scale and four-item scale were further
evaluated in the second study. The six item scale yielded comparable results to the original long
form questionnaire (Marteau, & Bekker, 1992 p. 305). This is further evidenced by a reliability
coefficient of 0.82 of the six-item scale and 0.77 for the four item scale (Marteau, & Bekker,
1992 p. 303).
This adapted tool appears not to have been utilized directly with nursing students after the
initial study. However, this scale has been further utilized in nursing research, including a
hospital study examining a sample of fifty-five men, assessing state anxiety before and after
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undergoing cardiac bypass surgery (Eagan, Miller, & Mclellan, 1998 p. 465). Scales utilized to
measure anxiety included: The Hospital Anxiety and Depression Scale (HAD) and the
Speilberger State Trait Anxiety Inventory (STAI), from which the six item State Trait Anxiety
Inventory (STAI-SFI) was calculated. Other instruments utilized in this study included the
National Adult Reading Test (NART), and a revised/abridged version of Eysenck Personality
Questioniare (PQ) (Eagan, Miller, & Mclellan, 1998 p. 467). Participants were asked to complete
all scales the day before a scheduled cardiac surgery. The morning of surgery and five days
postoperatively, participants were asked to complete only the PQ and the state portion of the
STAI. (Eagan, Miller, & Mclellan, 1998 p. 467-468).
The study revealed a strong relationship between that the original STAI and the
calculated six-item shortened version. The Pearson Product moment correlation of this
relationship was r=0.96, p=<.001 (Eagan, Miller, & Mclellan 1998, p. 496). The study further
cited, “Although the two anxiety assessments were comparable, there was a suggestion that the
STAI-S was better able to pick up anxiety at follow up than the PQ ”( Eagan, Miller, & Mclellan,
1998 p. 472). This statement attests to the superiority of the state portion of the STAI to other
measures of anxiety. The study further demonstrates the reliability of the short version of the
STAI. Conclusively, this unit of measure is likely more sensitive to anxiety than other tools of
measure.
The six item version of the state trait anxiety inventory was utilized due to its
adaptability. As cited in the literature, the scale has yielded valuable information from its use in
healthcare. The shortened version was utilized to accommodate students that had undergone
several hours of a stressful experience. Expected time commitment was a significant factor in
designing this study for it would likely influence the number of participants. Anxiety is a
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frequently cited emotion related to the simulation experience in the UNH nursing program.
Therefore, it is logical that an accurate tool must be utilized to capture this phenomenon.
Another factor of student nurses’ experience in simulation lab is locus of control. Perhaps
the most revered scale in this category is the Internal-External Scale (I-E scale) developed by
Julian Rotter. Locus of control is essentially one’s viewpoint about influence of life’s happenings
(Rotter, 1996 p. 171). Dr. Rotter’s infamous article on internal and external reinforcement
describes the distinction between internal and external locus of control, “when a reinforcement is
perceived by the subject as following some action of his own but not being entirely contingent
upon his action, then, in our culture, it is typically perceived as the result of luck, chance, fate, as
under the power of others, or as unpredictable because of the great complexity of the forces
surrounding him. When the event is interpreted in this way by an individual, we have labeled this
a belief in external control” (Rotter, 1966 p. 171) On the other hand, “If the person perceives that
the event is contingent upon his own behavior or own relatively permanent characteristics, we
have termed this a belief in internal control” (Rotter, 1966 p. 171-172). This is hypothesized to
substantially impact a nursing student’s performance. Student productivity can be greatly
influenced by perceived locus of control (Rockstraw, 2007 p. 47; Rotter, 1966). Rotter’s scale
has been utilized frequently within the healthcare field, attesting to its applicability to this
project.
Rotter’s locus of control instrument has specifically been used to evaluate nursing
students in educative settings. Ponto (1999) examined nursing students at various stages in a
three year diploma nursing program (p. 176). Precedent standard deviation for internal locus of
control of this type of sample is 12.67, set forth by Rotter’s original study. In this sample of
nursing students, a standard deviation of 14.65 reflected internal control. External locus of
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control was 15.96 for this sample. In summation, this study showed that there were no great
variances in perceived locus of control in this sample of students. However, the majority of
students reported an external locus of control (Ponto, 1999 p. 179-180). It was previously
theorized that nursing students would likely display an internal locus of control because of the
personal responsibility and liability of the nursing profession (Ponto, 1999 p. 181). This conflict
prompts one to question if internal locus of control is the perception of most student nurses.
Rotter’s I-E Locus of Control Instrument has been used to further analyze the student
nurse’s decision making process, a critical foundation for patient outcomes. Nineteen nursing
students, in their final year of education were challenged with a hypothetical case study of a
three day post-op client. Evidence suggested a developing wound infection. After being exposed
to an auditory sample of the Think Aloud Method, students were asked to read the patient case
scenario and record on paper decisions and assumptions made about the patient’s care, all the
while “thinking out loud” explaining their reasoning behind the decisions. The sample was also
asked to complete Rotter’s Locus of Control Scale (Tschikota, 1993 p. 391).
In a sample of nineteen nursing student participants, nine individuals reported internal
locus of control. Ten individuals scored external control (Tschikota, 1993 p. 394).Though the
perspectives varied, several relationships were found to exist among the different perspectives.
Individuals with perceived internal control made more decision making statements aloud such as
listening, reviewing, hypothesizing, and listing in comparison to those that reported an external
control. Individuals that reported internal locus of control used more verbal explanations at the
beginning of the interview, and gradually decreased the use as the interview progressed. Also,
individuals displaying external locus of control remained consistent in verbal expressions
throughout the scenario (Tschikota, 1993 p. 394).
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A Master’s thesis also examined locus of control and self-efficacy in a sample of novice
nursing students. Students evaluated in this study had no previous knowledge or experience in
the tasks being evaluated. Tasks evaluated included obtaining blood pressures and radial/apical
pulses (Rockstraw, 2007 p 82). As part of the study, participants attended an instructional lecture
on this material. Upon arriving, participants were asked to fill out several tools inclusive of
informed consent, a sociodemographic form, a modified version of the General Self-Efficacy
Scale, and a modified version of Rotter’s I-E Scale (Rockstraw, 2007 p. 82-83).
Students had the opportunity to practice the skills taught in the lecture on either a human
patient simulator, or a standardized patient following the instructional lecture. A standardized
patient is defined as a compensated, trained individual that enables nursing students to practice
newfound skills. (Rockstraw, 2007 p. 84). At the end of their practice session, two instructors
utilized a standardized check list to evaluate the student’s ability to perform each skill
(Rockstraw, 2007 p. 85). Following a participants’ performance, another evaluation of the
modified self-efficacy tool and modified locus of control instrument, in addition to an optional
debriefing questionnaire occurred. This offered valuable information about the student
experience of simulation lab (Rockstraw, 2007 p. 85).
Results of this study showed locus of control remained relatively consistent for the
majority of the sample before the skills information session to after the evaluation portion of the
study. This is evidenced in the sample of sixty students; the mean locus of control prior to any
skill teaching was 5.93. After the informational session the standard mean was 5.63, suggesting
fewer external locus of control thoughts. Data further revealed more internal locus of control
statements were reported in the group of nursing students that practiced using the human
simulator (Rockstraw, 2007 p. 125).
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Locus of control was evaluated in this research because the degree to which students feel
in control of their actions will likely impact their performance. Literature cites Rotter’s
instrument as the gold standard of evaluation in this area. The scale has been utilized in nursing
students in the past, revealing a portion of a student nurse experience in the simulation in
laboratory. The uses cited were similar to the objectives of this study.
In addition to locus of control, this study, also examined self-efficacy. Rockstraw adapted
The General Self-Efficacy Scale developed by R. Schwartzer and M. Jerusalem to the tasks
being evaluated. Self-efficacy is defined as “The belief in one’s competence to cope with a broad
range of stressful or challenging demands, whereas specific self-efficacy is constrained to a
particular task at hand” (Luszczynska, 2005 p. 439). The goal was to maintain consistency and
reliability of the original instrument. A pilot study confirmed relative equivalence to the initial
General Efficacy Scale (Rockstraw, 2007 p. 92). Rockstraw examined the ideas and concepts of
Bandura, author of the social learning theory. Intuitively, anticipated values would likely vary
among different tasks (Rockstraw, 2007 p. 71). This theory also suggests that individuals who
perceive internal control experience better outcomes including success and health in comparison
to peers that perceive less control over their actions (Rockstraw, 2007 p. 123).
Results showed that students reported greater feelings of self-efficacy as related to blood
pressure and pulse assessment post lecture. This is an expected finding and was demonstrated in
both groups (Rockstraw, 2007 p. 97). Data revealed the mean scores of both the groups showed
an increase in self-efficacy (Rockstraw, 2007 p. 102). Mean scores of self-efficacy of the group
using the human simulator prior to education was 33.30 in comparison to 38.17 of those using
the standardized patient. The maximum score for this scale was 80.0, demonstrating complete
confidence and comfort in student ability. The post-intervention scales reflected a mean of 58.17
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for those that used the human patient simulator. The mean of the group using the standardized
patient was 55.97 (Rockstraw, 2007 p. 97). These scores illustrate that participants demonstrated
an increase in self-efficacy following the intervention.
Self-efficacy appears to have been rarely evaluated in nursing students in education using
the General Self-Efficacy Scale. Research has focused on examining nursing student’s selfefficacy as it correlates with multiple choice test scores, an essential component of nursing
education. This has been done using “Mayfeild’s Four Question multiple choice test taking
strategy”. The General Self-Efficacy Scale was administered, with an additional two questions,
at both the beginning and end of the experiment. Students in the experimental group established
appointment times with the researcher to be taught the specifics of Mayfield’s Four Question
multiple choice test taking strategy (Mayfield, 2010 p. 68-69). Scores on nursing exams were
compared between the intervention group and control group. In evaluating self-efficacy, the
control group initially reported higher rates of self-efficacy than the intervention group (7/12
questions). However, the intervention group results demonstrated 11/12 questions scored higher
rates of self-efficacy than the control group (Mayfield, 2010 p. 92). This study suggests that the
General Self-Efficacy Scale is valuable in evaluating the student nurse experience.
The literature of self-efficacy aided in explaining how students felt about newfound
skills. The proficiency of nursing skills is among the objectives of simulation laboratory
experience. Though the General Self-Efficacy Scale offered strong reliability, it was not specific
enough to the tasks in need of evaluation. The scale adaptation, as modeled by Leland
Rockstraw, suggests this is an appropriate method of evaluation of the skills learned in
simulation laboratory.
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The aforementioned scales comprised the independent variables of the study. Though
each of these scales captured a portion of the experience of the student, the value lies in how this
information is translated to the value of simulation. The Simulation Effectiveness Tool, used as a
dependent variable, is a relatively new instrument that shows much promise and value in the
field of nursing. In 2007, the researchers assessed the reliability of the tool. The original parent
tool, METI Program for Nursing Curriculum Integration (PCNI), was 20 items in length. This
was refined to the new 13 item Simulation Effectiveness Tool (Elfrink & Leighton, 2007 p.
126.). This scale has the capacity to measure many aspects of the simulation. The Cronbach’s
alpha for the adaptation was 0.92, implying an internally consistent scale. The underlying themes
of learning and confidence were upheld during the revision process.
The news of revision of the original tool was presented in the 11th Annual International
conferences on Simulation in Healthcare. (Elfrink et. al, 2007 p. 126.) It was used in a sample of
student nurses; however, the study showed more research with this tool is needed because the
students had marked differences in their simulation experiences (Elfrink et. al, 2007 p. 126.). No
publications of note have reported utilization of this tool. Despite limited research, the aspects of
simulation evaluated by this tool are significant student perspectives.
Though limited literature is available on the use of this instrument in nursing education,
each tool is appropriate for the use of this project, based on the qualifications set forth in this
literature review. These measures are significant, each examining a different aspect of the
student experience.
METHODOLOGY
Research Instruments
After a thorough consideration of available instruments outlined in the literature review,
four were chosen. The copyright holders were contacted, and written permission obtained to use
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their instruments. The General Self-Efficacy scale was modified to evaluate the tasks to be
evaluated in simulation lab that week: a dressing change and insulin administration. The six-item
state trait anxiety scale, I-E scale, and modified version of the general self-efficacy scale were
utilized as independent variables. The dependent variable measured was the simulation
effectiveness, as measured by the Simulation Effectiveness Tool.
Design
This quantitative descriptive study was performed during a two week time span. A
quantitative descriptive studies look to examine a condition without implementation of an
intervention (Brown, 2012 p. 69). In the first week, sophomore level nursing students were
surveyed. In the second week, junior level nursing students were surveyed. An electronic mailing
with a description of the study and informed consent was conducted to all sophomore and junior
nursing students, inviting them to participate in the research study. The informed consent
document detailed that participation implied consent. Students were informed participation was
voluntary. Participants were not compensated for their time; the expected time contribution was
thirty minutes.
Sample and Setting Description
A convenience sample of fifty students was utilized in this study. A convenience sample
is a group composed of participants easily available to the researcher (Brown, 2012 p. 79).
Participants were asked to complete the packet of instruments immediately following a
scheduled simulation experience. By evaluating students immediately after their simulation
laboratory experience, the intent was to capture the fresh experience of simulation; all
evaluations were anonymous. Students completed the packets in a debriefing room located in the
UNH nursing department. A maximum of thirty minutes was given to complete the packet.
Scales were collected as completed.
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Data Collection
The collected scales were only available to the researcher, honors advisors, and staff
assisting in collecting the scales. Data was entered into Statistical Packages for Social Sciences
(SPSS) software on a password protected computer. The shortened version of the six item
anxiety scale was recoded so that all emotions trended in the same manner. A score of 4
demonstrated a feeling of calmness, a score of 1 indicated feelings of anxiety. Data was then
analyzed for recurrent themes and relationships.
FINDINGS
The primary research objective of this study is to capture the student’s self-report of
simulation on the instruments. The modified self-efficacy scale examined student feelings of
confidence and preparedness as they relate to performing a dressing change and administering
insulin. This is inclusive of selecting supplies, identifying problems/associated solutions, as well
as feeling able to complete this task successfully in the future. Students most often reported these
feelings to be “somewhat true” or “moderately true”, frequently scoring a two or three on the
scale. The mean reported self-efficacy of the scale was 29.64, with a maximum score of 40.
Locus of control was scored as either internal or external. Only external responses scored points.
The majority of responses were scored internal on 13/23 questions. The short form anxiety scale
mean was 14.75. A maximum score of 18 represented a completely calm state. It is thought that
students report more internal locus of control in relation to these tasks. The findings are further
depicted in figure 1.1.
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Figure 1.1 Descriptive Statistics
N

Range

Minimum

Maximum

Mean

Std. Deviation

Self-Efficacy Sum Score

49

21.00

19.00

40.00

29.6429

4.56435

Modified Anxiety Sum Score

50

18.00

6.00

24.00

14.7500

4.08862

External Locus of Control Sum Score

47

13.00

5.00

18.00

11.0000

2.81301

Simulation Effectiveness Sum Score

43

35.00

11.00

46.00

20.3953

5.78232

Valid N (listwise)

39

The second objective of the study aims to describe the relationship among self-efficacy,
locus of control, anxiety and simulation effectiveness. In further analyzing the data, it became
evident that three significant relationships existed among the variables. First, low reports of
anxiety (represented in table 1.2 and 1.3 as high scores of calmness) correlate with high scores of
simulation effectiveness. This relationship value is depicted with a Pearson Product coefficient
of r= .420. The significance value for this measure is p=.005. This measure indicates it is
unlikely these results are due to chance.

Figure 1.2 Model Summary

Pearson Correlation
Modified Anxiety Sum Score

Pearson Correlation
Sig. (2-tailed)
N
Pearson Correlation
External Locus of Control Sum Score

Sig. (2-tailed)
N
Pearson Correlation

Simulation Effectiveness Sum Score

Self-Efficacy

External Locus of

Simulation

Sum Score

Sum Score

Control Sum

Effectiveness

Score

Sum Score

**

-.021

.003

.889

.005

50

49

47

43

**

1

-.244

1

Sig. (2-tailed)
N

Self-Efficacy Sum Score

Modified Anxiety

Sig. (2-tailed)
N

.411

.411

.003

.420

.463

**

**

.103

.002

49

49

46

42

-.021

-.244

1

-.125

.889

.103

47

46

47

40

**

**

-.125

1

.005

.002

.443

43

42

40

.420

.463

.443

43
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Another relationship exists between high reports of self-efficacy and high scores of
simulation effectiveness (r=.463, p=.002). To a lesser extent, however still noteworthy, lower
reports of anxiety (or high scores of calmness) correlate with higher scores of simulation
effectiveness (r=.411, p=.003). The results are summarized in figure 1.2. The results lead one to
conclude that these moderate correlations are true findings from this sample.
With the relationships established, it is necessary to examine how they relate to the
dependent variable of simulation effectiveness. To best explain this concept, a regression
analysis was performed. This examines R Squared, a value used to help determine the weight an
independent variable contributes to the dependent variable of simulation effectiveness. This
figure describes the explained variance, or the components able to be identified of a dependent
variable. 25.3% of simulation effectiveness is composed of locus of external locus of control,
anxiety, and self-efficacy. External Locus of Control demonstrated the least amount of explained
variance of the independent variables. It only accounted for 0.5% of simulation effectiveness.
Conversely, self-efficacy demonstrated the greatest explained variance with a value of 19.7%.
Furthermore, anxiety demonstrated 5.1% of the explained variance of simulation effectiveness.
This information is further summarized in figure 1.3.
Figure 1.3 Regression Analysis
Model

R

R Square

1
2
3

.503
b
.498
c
.444

a

.253
.248
.197

Adjusted R
Square
.189
.206
.175

Std. Error of the
Estimate
5.27620
5.21979
5.31869

Durbin-Watson

1.780

a. Predictors: (Constant), External Locus of Control Sum Score, Modified Anxiety Sum Score, SelfEfficacy Sum Score
b. Predictors: (Constant), Modified Anxiety Sum Score, Self-Efficacy Sum Score
c. Predictors: (Constant), Self-Efficacy Sum Score
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On the simulation effectiveness scale, a comments section was available for students to
respond. Of the fifty students surveyed, only two students completed this section. One participant
commented, “I wish we had a clear expectation list of what was expected of me. I feel like when
I go in, I don’t know exactly what the instructor wants of me.” The other response stated, “I feel
that we should have a group discussion before entering the room, each simulation seems very
stressful, [I] always know the info the night before but then the combo of going in front of a oneway mirror gives me anxiety. Being able to communicate with a real patient is easy for me. I
just have to get comfortable with the instructors watching me. ” These participants commented
on two distinct aspects of lab. Though a sample of two is too small to detect any statistically
significant themes, the one common thread between the two comments is the impact of the
instructor. The instructor is viewed in an authorative manner. It appears that students feel the
need to meet the expectations of the instructor. This finding is from a small sample however,
suggesting that more research must be done to validate this theme.
DISCUSSION
This study examined a portion of the simulation laboratory experience for which there is
limited literature: the student experience. Data of this study primarily suggests that simulation
effectiveness is composed of self-efficacy, and to a lesser degree, anxiety. However,
approximately 75% of the variance of simulation effectiveness was not explained by the
independent variables of self-efficacy, locus of control, and anxiety. Information gathered from
this study demonstrated locus of control was statistically insignificant in relation to simulation
effectiveness. These results furthermore presented correlations that may be further researched
and correlated with student support in this portion of the nursing curriculum.
Results indicated that a moderate relationship exists between simulation effectiveness and
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anxiety, as well as between simulation effectiveness and self-efficacy. To a lesser degree, a
correlation also exists between anxiety and self-efficacy. These relationships offer insight to the
experience of a student in a nursing simulation laboratory.
This study fulfilled its purpose for it identified components of the simulation experience.
By identifying what factors contribute to the effectiveness of simulation, one can address these
factors so that the students may take more away from the simulation experience.
STUDY LIMITATIONS
Though the findings provide relevant information, there are several limitations to the
study. Perhaps the greatest limitation is highlighted in the sample. Because a convenience sample
was used, further validation of the findings would be gained if a larger, randomized sample was
evaluated. Best results would be inclusive of all levels of nursing students from several
programs. Students may report different experiences through their academic career. Therefore, it
would be wise to collect information identifying their placement in the program.
It would be best to exclude nursing students that have previous experience with the
evaluated skills. Some students may hold their license as a Nursing Assistant or a Practicing
Nurse which may make them more familiar with certain skill sets. In assessing a simulation
laboratory experience consisting of a dressing change and insulin administration, junior nurses
have more experience with these tasks, compared to the sophomore students. Findings may be
most beneficial if geared toward a student with no previous experience physically performing the
task or if the study separates these various levels.
To truly better understand the student nurse experience of simulation, the same study
could be conducted before a scheduled simulation. This would enable researchers to better
understand if students present to simulation displaying these characteristics
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Another limitation is incomplete data, or inappropriately reported data. Occasionally,
students would not answer a specific question. Furthermore, students at times invented their own
scales by including “.5 measurements” instead of adhering to the established scales. Clearer
instructions may have avoided some of this improper collection of data in future studies.
Incomplete responses were excluded in calculations.
IMPLICATIONS
From the relationships identified, it is clear that both anxiety and simulation effectiveness
must be addressed to maximize outcomes for students in simulation. Firstly, one must work to
decrease anxiety in the nursing student population. This could be achieved by the practice of
stress relieving techniques prior to attending or during a simulation lab. In analyzing the six item
version of simulation effectiveness, the emotive states that were evaluated include the degree to
which a student is: calm, tense, upset, relaxed, worried, and content (Marteau, & Bekker, 1992 p.
302). By practicing stress reduction techniques, these emotions may decrease anxiety. As
suggested by this study, simulation effectiveness scores will likely increase.
In examining how to best manipulate factors impacting simulation, the modified selfefficacy scale was analyzed. Among the lowest scoring assessments is “I can deal effectively
with unexpected events while performing a dressing change/administering insulin”. The average
response of this item was 2.6122. The highest response for any given evaluation is 4.0. The
statement “When I am confronted with a problem when performing a dressing
change/administering insulin, I can think of several solutions” and “I can handle whatever
happens when I am performing a dressing change/administering insulin” scored 2.6800 and
2.6400 respectively, exemplified in Appendix L.
Interpreting these values, it appears students feel unprepared to handle unforeseen
circumstances whilst undergoing simulation. Therefore, discussions of problems and solutions
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that may arise during the task would be beneficial. By discussing how to handle problematic
scenarios, it is likely self-efficacy will increase in this area, and therefore decrease anxiety.
In examining anxiety, evidence of this study suggests decreasing anxiety (or increasing
calmness) will increase simulation effectiveness scores. Anxiety may decrease if students
practice the skills during open laboratory time. Open lab is available to students so that they may
perform any skill desired. In this setting, students may practice skills with the supervision and
guidance of the instructor. Though open to all students, only a portion of students attend utilize
this opportunity. By practicing skills, and exposing oneself to the skill, it will be more obvious
when a problem occurs. If students are comfortable with a scenario, they may be able to better
brainstorm solutions to the problem. This essentially better prepares the student for the
simulation experience.
As discussed, group debriefing may also be beneficial. Following simulation, students
meet with an instructor and evaluate their performance. They also have the opportunity to
discuss strengths and errors they encountered. However, opening the discussion for the students
to talk amongst themselves and discuss with their peers problems that other students encountered
may prove to beneficial. The debriefing situation, at present, acts as review. The analysis of the
modified anxiety scale is outlined in Appendix M. However, drawing from the experiences of
their peers may prove to increase self-efficacy. If students can increase self-efficacy and decrease
anxiety, it is likely their perception of simulation effectiveness will increase.
CONCLUSION
There are many factors that comprise simulation effectiveness. Simulation effectiveness
is a key component to the value of simulation. If this portion of the curriculum is provides a
barrier to learning, the valuable time could be better substituted with other methods of learning.
As suggested by the results of the Simulation Effectiveness Tool, students report the scenarios
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are helpful in many ways. However, it is clear through the findings that many controllable
factors comprise simulation effectiveness. By manipulating these factors, simulation
effectiveness may consequently increase.
More research is needed to identify other components of simulation effectiveness. By
targeting this variable, one is able to measure what students take away from the experience. This
study also suggests further research is necessary on how to profit maximally from the simulation
experience. Research should include how to effectively lower anxiety throughout the simulation
experience and how to increase self-efficacy during simulation. This study was the beginning of
an extensive demand for research on this topic.
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APPENDIX A
IRB LETTER OF APPROVAL
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APPENDIX B
CONSENT TO USE SHORTENED STATE TRAIT ANXIETY SCALE
Monday January 28, 2013
Dear Ashley
The scale is in the public domain so you do not need permission to use it.
Best of luck with your research.
Kind regards
Theresa Marteau
Theresa M Marteau PhD CPsychol FMedSci
Psychology Department (at Guy's)
Health Psychology Section
King's College London
5th Floor Bermondsey Wing
Guy's Campus
London Bridge SE1 9RT
fax: +44 (0)20 7188 0195
email: theresa.marteau@kcl.ac.uk
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APPENDIX C
CONSENT TO USE MODIED SELF EFFICACY SCALE

“You do not explicitly need our permission to utilize it in your research studies. We hereby grant
you permission to use and reproduce the General Self-Efficacy scale for your study, given that
appropriate recognition of the source of the scale is made in the write-up of your study.
The international source is:
Schwarzer, R., & Jerusalem, M. (1995). Generalized Self-Efficacy scale. In J. Weinman, S.
Wright, & M. Johnston, Measures in health psychology: A user’s portfolio. Causal and control
beliefs (pp. 35-37). Windsor, UK: NFER-NELSON.”
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APPENDIX D
CONSENT TO USE I-E SCALE
Pamela,
Ashley is free to use the scale. Dr.Rotter hopes that users will read the original 1966 article to
insure a thorough understanding. I can send that by email once I get back to my office.
Lindy
Eleanor (Lindy) Coldwell, Ph.D.
Academic Advisor
CLAS Academic Services Center
423 Whitney Rd. U-1126
CLAS Dean's Office
UConn, Storrs, CT 860-486-2822
http://www.services.clas.uconn.edu
http://catalog.uconn.edu
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APPENDIX E
CONSENT TO USE SIMULATION EFFECTIVENESS TOOL
Hi Pamela,
You do have permission to use the tool! If you would like additional copies of the document, you
can find it in the resources section of our website, here:
http://caehealthcare.com/home/eng/education/resources#
Please let me know if you have any additional questions or if I can help in any other way.
Thank you!
Cassie Jewell
eMarketing Coordinator
CAE Healthcare
Cassie.jewell@cae.com
941.536.2930
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APPENDIX F
INVITATION TO PARTICIPATE ELECTRONIC MAILING
Hello Fellow Nursing Students,
I am writing in hopes you will consider participating in my undergraduate research project. I am
looking to further research the SIM lab experience. I hope to better describe the experience by
measuring anxiety, self-efficacy, locus of control and Simulation Effectiveness. At the end of
your scheduled simulation experience, Hewitt room 262 will be made available to fill out four
short questionnaires. The expected time commitment is fifteen minutes, but you will have up to
one half hour to complete the materials. Upon entrance to the room, students will be given a
packet that will contain the four questionnaires. Filling out the questionnaires implies informed
consent. For your convenience, a copy of the informed consent has been attached to this e-mail.
The information given will in no way be identifiable to you. The risks of participating in this
study are minimal. Please consider participating in this study. Please read through the attached
description of this research project. This project will take place the week of 2/18/13 and 2/25/13.
Please feel free to contact me with any questions or concerns you may have regarding this
matter.

Thank you for your time and consideration,
Ashley Gosselin
Student Nurse – UNH
amq227@wildcats.unh.edu
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Simulation, though previously present in other fields, recently made its debut in nursing
during the 1960’s. Nursing students were able to practice resuscitation techniques as well as
responses to select cardiac events. However, it was not until the 1990’s that simulation in nursing
became more accessible and available to nursing programs (Jaffries, 2007 p. 2). This led to much
research on the new education tool.
The majority of the body of research and literature on simulation has been done on how
to effectively utilize this component of nursing education. There are many resources on how to
design a scenario. It has also been compared to clinical time, make-up time, etc. (Hayden, 2010
p. 55). The simulation lab is often critiqued for its lack of realism, but is also praised for its
ability to offer students a safe place to practice skills, assessments, and clinical decisions without
repercussions to the patient (Day, 2007 p. 506).
This study examines a tool used to measure simulation effectiveness, self-efficacy, locus
of control, and anxiety. For your convenience, the definitions are provided below. I aim to
describe the experience student nurses undergo when in the simulation lab, participating in a
high fidelity simulation. This, too, is defined below.

Relevant Definitions
Self-efficacy-“The belief in one’s competence to cope with a broad range of stressful or
challenging demands, whereas specific self-efficacy is constrained to a particular task at hand”
(Luszczynska, 2005 p. 439).
Locus of Control- “…people’s very general, cross-situational belief about what determines
whether or not they get reinforced in life” (Mearns, 2012)
State Anxiety- “Trait anxiety consists of feelings of apprehension, tension, and increased activity
of the automatic nervous system, and is a relatively stable personality trait (Speilberger, 1972).
State anxiety on the other hand, fluctuates and is a function of stressors on an individual”
(Barnes, Harp & Jung, 2002 p. 604)
Simulation effectiveness- Perceived ability to care for future clients and assessment of variables
of the simulation
High-fidelity simulation- “Patient-care scenario that uses a standardized patient or a full-body
patient simulator that can be programmed to respond to affective and psychomotor changes, such
as breathing chest action.” (Hayden, 2010 p. 52).
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APPENDIX G
CONSENT TO PARTICIPATE

INFORMED CONSENT FOR STUDY PARTICIPATION
Date: 2/4/12
Dear nursing student,
I am a senior nursing student at the University of New Hampshire and I am conducting a
research project to study the simulation experience of nursing students participating in this
study. I am writing to invite you to participate in this project. I plan to work with approximately
fifty students in this study. You must be at least 18 years old to participate in this study.
If you agree to participate in this study, you will be asked to fill out four short questionnaires to
the best of your ability immediately following your simulation experience the weeks of February
18th and February 25th. The expected time commitment is fifteen minutes. You will have a
maximum of thirty minutes to complete the materials. You will not receive any compensation to
participate in this project
The potential risks of participating in this study are minimal, and no information will be
identifiable to you. Although you are not anticipated to receive any direct benefits from
participating in this study, the benefits of the knowledge gained are expected to better describe
the simulation experience.
Participation in this study is strictly voluntary; your refusal to participate will involve no
prejudice, penalty, or loss of benefits to which you would otherwise be entitled. If you agree to
participate, you may refuse to answer any question and/or if you change your mind, you may
withdraw at any time during the study without penalty
I seek to maintain the confidentiality of all data and records associated with your participation
in this research. There are, however, rare instances when I am required to share the information
collected (e.g., according to policy, contract, regulation). For example, in response to a
complaint about the research, officials at the University of New Hampshire, designees of the
sponsor(s), and/or regulatory and oversight government agencies may access research data. I
will keep data in a locked box; only Pamela Kallmerten and I will have access to the data. Data
will be reported in comparison to the group. No single response will be isolated. I will report the
data in my honors thesis at the Undergraduate Research Conference, honors convocation, and a
poster will made and the information presented to the nursing department.
If you have any questions about this research project or would like more information before,
during, or after the study, you may contact Ashley Gosselin, senior UNH nursing student at
amq227@wildcats.unh.edu. If you have questions about your rights as a research subject, you
may contact Dr. Julie Simpson in UNH Research Integrity Services at 603-862-2003 or
Julie.simpson@unh.edu to discuss them.
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Completion of the survey implies informed consent. Please print a copy for your records. Thank
you for your consideration.
Sincerely,
Ashley Gosselin
Senior Nursing Student- UNH
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APPENDIX H
SIX-ITEM VERSION OF STATE TRAIT ANXIETY SCALE
Self-evaluation questionnaire (Y-6 item)
A number of statements which people have used to describe themselves are given below. Read
each statement and then circle the most appropriate number to the right of the statement to
indicate how you feel right now, at this moment. There are no right or wrong answers. Do not
spend too much time on any one statement but give the answer which seems to describe your
present feelings best.

1.
2.
3.
4.
5.
6.

I feel calm
I am tense
I feel upset
I am relaxed
I feel content.
I am worried.

Not at all

Somewhat

Moderately

Very much

1
1
1
1
1
1

2
2
2
2
2
2

3
3
3
3
3
3

4
4
4
4
4
4

Please make sure that you have answered all of the questions.

This six-item version of the State Trait Anxiety Inventory was developed by T. Marteau and H.
Bekker.
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APPENDIX I
MODIFIED VERSION OF GENERAL SELF EFFICACY SCALE
Modified Self-Efficacy Instrument
Directions: Please indicate your agreement or disagreement with the statement using the
following scale by circling the appropriate number:
1= Not at all true

2= Hardly true

3= Moderately true

4= Exactly true

1) I can always perform a dressing change/administer insulin.
1
2
3
4
2) I can gather and organize supplies necessary for a dressing change/ draw up insulin into a
syringe.
1
2
3
4
3) I can focus on the patient and perform a dressing change/administer insulin.
1
2
3
4
4) I can deal effectively with unexpected events while performing a dressing
change/administering insulin.
1
2
3
4
5) I can handle unforeseen situations while performing a dressing change/administering
insulin.
1
2
3
4
6) I can solve most dressing change/insulin administration problems.
1
2
3
4
7) I can remain calm when facing difficulties while documenting a dressing
change/administration of insulin.
1
2
3
4
8) When I am confronted with a problem when performing a dressing change/administering
insulin, I can think of several solutions.
1
2
3
4
9) If I am in trouble, when performing a dressing change/administering insulin, I can solve
the problem.
1
2
3
4
10) I can handle whatever happens when I am performing a dressing change/administering
insulin.
1
2
3
4

This scale was modified from the General Self-Efficacy (GSE):
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Schwarzer, R., & Jerusalem, M. (1995). Generalized Self-Efficacy scale. In J. Weinman, S.
…..Wright, & M. Johnston, Measures in health psychology: A user’s portfolio. Causal and
…..control beliefs (pp. 35-37). Windsor, England: NFER-NELSON.
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APPENDIX J
I-E SCALE
Tool Removed Per Requirement by Rotter

I-E scale developed by Julian Rotter used with permission
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Tool Removed Per Requirement by Rotter

I-E scale developed by Julian Rotter used with permission
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Tool Removed Per Requirement by Rotter

I-E scale developed by Julian Rotter used with permission
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APPENDIX K
SIMULATION EFFECTIVENESS TOOL

PNCI® Simulation Effectiveness Tool
Date: Course: -------------------------------------------Instructor: Name (Optional): ----------------------------------------Please rate the following statements on the scale provided. Mark NA if you have no experience with
the statement.
Do Not Agree

The instructor’s
questions helped me
to think critically

Somewhat Agree

Strongly Agree

Not Applicable

0

1

2

NA

I feel better prepared
to care for real
patients

0

1

2

NA

I developed a better
understanding of the
pathophysiology of
the conditions in the
SCE

0

1

2

NA

I developed a better
understanding of the
medications that
were in the SCE

0

1

2

NA

I feel more confident
in my decisionmaking skills

0

1

2

NA

I am more confident
in determining what
to tell the healthcare
provider

0

1

2

NA

My assessment skills
improved

0

1

2

NA

I feel more confident
that I will be able to
recognize changes in
my real patient’s
condition

0

1

2

NA

I am able to better
predict what changes
may occur with my
real patients

0

1

2

NA

Completing the SCE

0

1

2

NA
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helped me
understand
classroom
information better
I was challenged in
my thinking and
decision-making
skills

0

1

2

NA

I learned as much
from observing my
peers as I did when I
was actively involved
in caring for the
simulated patient

0

1

2

NA

Debriefing and group
discussion were
valuable

0

1

2

NA

Comments:
_________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________
____________________________________________________
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Appendix L
ANALYSIS OF MODIFIED SELF-EFFICACY SCALE

1.4- Means of Modified Self-Efficacy Scale Part I
I can
always
perform a
dressing
change/ad
minister
insulin.

Mean
3.2800
N
50
Std.
.57286
Deviation

I can gather and
organize
supplies
necessary for a
dressing
change/ draw
up insulin into a
syringe.

I can focus on
the patient
and perform a
dressing
change/admin
ister insulin.

I can deal
effectively
with
unexpected
events
while
performing
a dressing
change/ad
ministering
insulin.

I can handle
unforeseen
situations while
performing a
dressing
change/adminis
tering insulin.

3.6600
50
.47852

3.4200
50
.64175

2.6122
50
.73076

2.8600
50
.65278

Figure 1.5- Means of Modified Self-Efficacy Scale Part II
I can solve
most
dressing
change/insu
lin
administrati
on
problems.

Mean
2.8600
N
50
Std.
.57179
Deviation

I can
remain
calm when
facing
difficulties
while
documentin
ga
dressing
change/ad
ministration
of insulin.

When I am
confronted with
a problem when
performing a
dressing
change/administ
ering insulin, I
can think of
several
solutions.

If I am in
trouble, when
performing a
dressing
change/admin
istering
insulin, I can
solve the
problem

I can
handle
whatever
happens
when I am
performing
a dressing
change/ad
ministering
insulin.

3.0000
50
.72843

2.6800
50
.65278

2.8700
50
.59599

2.6400
50
.74942
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APPENDIX M
ANALYSIS OF MODIFIED ANXIETY SCALE

Mean
N
Std.
Deviation

Figure 1.6 Means of Modified Anxiety Scale
I feel
I am tense.
I feel
I am
I feel
calm.
upset.
relaxed.
content.
2.3400
2.4000
3.1400
2.1600
2.3500
50
50
50
50
50
.89466
.92582
.88086
.84177
.79700

I am
worried.
2.3600
50
.94242
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APPENDIX N
FREQUENCIES OF MODIFIED SELF-EFFICACY SCALE

Figure 1.7 Frequencies of Modified Self-Efficacy Question 1
I can always perform a dressing change/administer insulin.
Frequency

Percent

Valid Percent

Cumulative
Percent

Hardly True

3

6.0

6.0

6.0

Moderately True

30

60.0

60.0

66.0

Exactly True

17

34.0

34.0

100.0

Total

50

100.0

100.0

Valid

Figure 1.8 Frequencies of Modified Self-Efficacy Question 2
I can gather and organize supplies necessary for a dressing change/ draw up insulin
into a syringe.
Frequency

Percent

Valid Percent

Cumulative
Percent

Valid

Moderately True

17

34.0

34.0

34.0

4.00

33

66.0

66.0

100.0

Total

50

100.0

100.0

Figure 1.9 Frequencies of Modified Self-Efficacy Question 3
I can focus on the patient and perform a dressing change/administer insulin.
Frequency

Percent

Valid Percent

Cumulative
Percent

Hardly True

4

8.0

8.0

8.0

Moderately True

21

42.0

42.0

50.0

Exactly True

25

50.0

50.0

100.0

Total

50

100.0

100.0

Valid
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Figure 2.0 Frequencies of Modified Self-Efficacy Question 4
I can deal effectively with unexpected events while performing a dressing
change/administering insulin.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all True

Valid

4

8.0

8.2

8.2

Hardly True

14

28.0

28.6

36.7

Moderately True

28

56.0

57.1

93.9

3

6.0

6.1

100.0

49

98.0

100.0

1

2.0

50

100.0

Exactly True
Total
Missing

System

Total

Figure 2.1 Frequencies of Modified Self-Efficacy Question 5
I can handle unforeseen situations while performing a dressing
change/administering insulin.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all True

Valid

2

4.0

4.0

4.0

Hardly True

15

30.0

30.0

34.0

Moderately True

30

60.0

60.0

94.0

3

6.0

6.0

100.0

50

100.0

100.0

Exactly True
Total

Figure 2.2 Frequencies of Modified Self-Efficacy Question 6
I can solve most dressing change/insulin administration problems.
Frequency

Percent

Valid Percent

Cumulative
Percent

Valid

Not at all True

1

2.0

2.0

2.0

Hardly True

9

18.0

18.0

20.0

36

72.0

72.0

92.0

4

8.0

8.0

100.0

50

100.0

100.0

Moderately True
Exactly True
Total
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Figure 2.3 Frequencies of Modified Self-Efficacy Question 7
I can remain calm when facing difficulties while documenting a dressing
change/administration of insulin.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all True

Valid

1

2.0

2.0

2.0

Hardly True

10

20.0

20.0

22.0

Moderately True

27

54.0

54.0

76.0

Exactly True

12

24.0

24.0

100.0

Total

50

100.0

100.0

Figure 2.4 Frequencies of Modified Self-Efficacy Question 8
When I am confronted with a problem when performing a dressing
change/administering insulin, I can think of several solutions.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all True

Valid

1

2.0

2.0

2.0

Hardly True

18

36.0

36.0

38.0

Moderately True

27

54.0

54.0

92.0

4

8.0

8.0

100.0

50

100.0

100.0

Exactly True
Total

Figure 2.5 Frequencies of Modified Self-Efficacy Question 9
If I am in trouble, when performing a dressing change/administering insulin, I can
solve the problem.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all True

2

4.0

4.0

4.0

Hardly True

6

12.0

12.0

16.0

2.50

1

2.0

2.0

18.0

37

74.0

74.0

92.0

4

8.0

8.0

100.0

50

100.0

100.0

Valid
Moderately True
Exactly True
Total
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Figure 2.6 Frequencies of Modified Self-Efficacy Question 10
I can handle whatever happens when I am performing a dressing
change/administering insulin.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all True

Valid

4

8.0

8.0

8.0

Hardly True

14

28.0

28.0

36.0

Moderately True

28

56.0

56.0

92.0

4

8.0

8.0

100.0

50

100.0

100.0

Exactly True
Total
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APPENDIX O
FREQUENCIES OF SIX-ITEM VERSION OF STAI

Figure 2.7 Frequencies of Six-Item Version of STAI Question 1
I feel calm.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all

Valid

9

18.0

18.0

18.0

Somewhat

20

40.0

40.0

58.0

Moderately

16

32.0

32.0

90.0

Very Much

5

10.0

10.0

100.0

50

100.0

100.0

Total

Figure 2.8 Frequencies of Six-Item Version of STAI Question 2
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all

Valid

9

18.0

18.0

18.0

Somewhat

18

36.0

36.0

54.0

Moderately

17

34.0

34.0

88.0

Very much

6

12.0

12.0

100.0

50

100.0

100.0

Total

Figure 2.9 Frequencies of Six-Item Version of STAI Question 3
I feel upset.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all

Valid

2

4.0

4.0

4.0

Somewhat

10

20.0

20.0

24.0

Moderately

17

34.0

34.0

58.0

Very much

21

42.0

42.0

100.0

Total

50

100.0

100.0
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Frequencies of Six-Item Version of STAI Question 4
Figure 3.0 I am relaxed.
Frequency

Percent

Valid Percent

Cumulative
Percent

Valid

Not at all

10

20.0

20.0

20.0

Somewhat

26

52.0

52.0

72.0

Moderately

10

20.0

20.0

92.0

Very much

4

8.0

8.0

100.0

50

100.0

100.0

Total

Figure 3.1 Frequencies of Six-Item Version of STAI Question 5
I feel content.
Frequency

Percent

Valid Percent

Cumulative
Percent

Not at all

7

14.0

14.0

14.0

21

42.0

42.0

56.0

1

2.0

2.0

58.0

Moderately

18

36.0

36.0

94.0

Very much

3

6.0

6.0

100.0

50

100.0

100.0

Somewhat
2.50
Valid

Total

Figure 3.2 Frequencies of Six-Item Version of STAI Question 6
I am worried.
Frequency

Percent

Valid Percent

Cumulative
Percent

Valid

Not at all

10

20.0

20.0

20.0

Somewhat

18

36.0

36.0

56.0

Moderately

16

32.0

32.0

88.0

Very much

6

12.0

12.0

100.0

50

100.0

100.0

Total
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APPENDIX P
FREQUENCIES OF THE I-E SCALE
Tool Removed Per Requirement by Rotter
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Tool Removed Per Requirement by Rotter
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Tool Removed Per Requirement by Rotter
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Tool Removed Per Requirement by Rotter
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Tool Removed Per Requirement by Rotter
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Tool Removed Per Requirement by Rotter
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Tool Removed Per Requirement by Rotter
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Tool Removed Per Requirement by Rotter

P a g e | 68

Tool Removed Per Requirement by Rotter
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APPENDIX Q
FREQUIENCIES OF THE SIMULATION EFFECTIVENESS TOOL

Figure 6.2 Frequencies of Simulation Effectiveness Tool Question 1
The Instructor's questions helped me to think critically.
Frequency

Percent

Valid Percent

Cumulative
Percent

Valid

Missing

Somewhat agree

20

40.0

40.8

40.8

Strongly agree

29

58.0

59.2

100.0

Total

49

98.0

100.0

1

2.0

50

100.0

System

Total

Figure 6.3 Frequencies of Simulation Effectiveness Tool Question 2
I feel better prepared to care for real patients.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

1

2.0

2.0

2.0

Somewhat agree

17

34.0

34.0

36.0

Strongly agree

32

64.0

64.0

100.0

Total

50

100.0

100.0

Valid

Figure 6.4 Frequencies of Simulation Effectiveness Tool Question 3
I developed a better understanding of the pathophysiology of the conditions in the SCE.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

5

10.0

10.2

10.2

Somewhat agree

20

40.0

40.8

51.0

Strongly Agree

24

48.0

49.0

100.0

Total

49

98.0

100.0

1

2.0

50

100.0

Valid

Missing
Total

System
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Figure 6.5 Frequencies of Simulation Effectiveness Tool Question 4
I developed a better understanding of the medications that were in the SCE.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

1

2.0

2.0

2.0

Somwhat agree

13

26.0

26.5

28.6

Strongly agree

35

70.0

71.4

100.0

Total

49

98.0

100.0

1

2.0

50

100.0

Valid

Missing

System

Total

Figure 6.6 Frequencies of Simulation Effectiveness Tool Question 5
I feel more confident in my decision making skills.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

3

6.0

6.0

6.0

Somewhat agree

25

50.0

50.0

56.0

Strongly agree

22

44.0

44.0

100.0

Total

50

100.0

100.0

Valid

Figure 6.7 Frequencies of Simulation Effectiveness Tool Question 6
I am more confident in determining what to tell the healthcare provider.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

10

20.0

20.4

20.4

Somewhat agree

21

42.0

42.9

63.3

Strongly Agree

18

36.0

36.7

100.0

Total

49

98.0

100.0

1

2.0

50

100.0

Valid

Missing
Total

System
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Figure 6.8 Frequencies of Simulation Effectiveness Tool Question 7
My assessment skills improved.
Frequency

Percent

Valid Percent

Cumulative
Percent

Valid

Somewhat agree

15

30.0

30.0

30.0

Strongly agree

35

70.0

70.0

100.0

Total

50

100.0

100.0

Figure 6.9 Frequencies of Simulation Effectiveness Tool Question 8
I feel more confident that I will be able to recognize changes in my real patient's
condition.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

3

6.0

6.0

6.0

24

48.0

48.0

54.0

1

2.0

2.0

56.0

21

42.0

42.0

98.0

22.00

1

2.0

2.0

100.0

Total

50

100.0

100.0

Somewhat agree
1.50
Valid
Strongly agree

Figure 7.0 Frequencies of Simulation Effectiveness Tool Question 9
I am able to better predict what changes may occur with my real patients.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

4

8.0

8.3

8.3

Somewhat agree

23

46.0

47.9

56.3

Strongly agree

21

42.0

43.8

100.0

Total

48

96.0

100.0

2

4.0

50

100.0

Valid

Missing
Total

System
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Figure 7.1 Frequencies of Simulation Effectiveness Tool Question 10
Completing the SCE helped me understand classroom information better.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

3

6.0

6.1

6.1

Somewhat agree

13

26.0

26.5

32.7

Strongly agree

33

66.0

67.3

100.0

Total

49

98.0

100.0

1

2.0

50

100.0

Valid

Missing

System

Total

Figure 7.2 Frequencies of Simulation Effectiveness Tool Question 11
I was challenged in my thinking and decision-making skills.
Frequency

Percent

Valid Percent

Cumulative
Percent

Somewhat agree
Valid

6

12.0

12.0

12.0

Strongly agree

44

88.0

88.0

100.0

Total

50

100.0

100.0

Figure 7.3 Frequencies of Simulation Effectiveness Tool Question 12
I learned as much from observing my peers as I did when I was actively involved in
caring for the simulated patient.
Frequency

Percent

Valid Percent

Cumulative
Percent

Do not agree

3

6.0

6.4

6.4

Somewhat agree

24

48.0

51.1

57.4

Strongly agree

20

40.0

42.6

100.0

Total

47

94.0

100.0

3

6.0

50

100.0

Valid

Missing
Total

System
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Figure 7.4 Frequencies of Simulation Effectiveness Tool Question 13
Debriefing and group discussions were valuable.
Frequency

Percent

Valid Percent

Cumulative
Percent

Somewhat agree
Valid

2

4.0

4.0

4.0

Strongly agree

48

96.0

96.0

100.0

Total

50

100.0

100.0

